Unilateral pulmonary oedema is an uncommon presenting pathology in the breathless patient. We describe a case of contralateral pulmonary oedema occurring as a result of cardiac failure in a patient with a pulmonary artery aneurysm. The difficulties in making a diagnosis in unusual cases of acute respiratory failure and the differential diagnosis of unilateral pulmonary oedema are discussed.
(CPAP) mask, and intravenous cefuroxime and referred to the intensive care unit for further management.
On arrival at the intensive care unit his dyspnoea had improved only marginally and it was felt that pulmonary oedema could be contributing to his respiratory failure. He was given intravenous frusemide following which he made a dramatic improvement. Discussion of the chest X-ray with radiologists confirmed the right-sided shadowing as pulmonary oedema. It was thought that a left-sided hilar mass was compressing the left pulmonary vasculature, causing that lung to be oligaemic. Subsequent CT scan of the thorax (Figure 2 ) showed the mass to be a main pulmonary artery aneurysm, compressing the left pulmonary artery. Serial ECGs and cardiac enzymes confirmed the diagnosis of an inferior myocardial infarction. The patient made a good recovery from his myocardial infarction after his heart failure was treated. In view of his medical problems, comprising COPD and ischaemic heart disease, it was decided not to operate on his pulmonary artery aneurysm.
DISCUSSION
Unilateral pulmonary oedema is an uncommon radiological finding in the breathless patient. Initial management of the patient in acute respiratory failure is based on a general approach: increasing oxygen concentration, sitting the patient up and further investigation to aid diagnosis. When the diagnosis is unclear a pragmatic approach to treatment is often initiated, especially in an out-of-hours situation where relatively junior medical staff are responsible for initial management. A combination of nebulised bronchodilators, antibiotics and diuretics is frequently commenced.
Calenoff et al reviewed the existing case reports of unilateral pulmonary oedema in 1977'. They divided the pathological conditions into those causing ipsilateral pulmonary oedema and those causing contralateral pulmonary oedema. Ipsilateral pulmonary oedema results from disruption of the alveolarcapillary complex of one lung only, the balance of which is maintained by alveolar pressure, low hydrostatic pressure, high colloid osmotic pressure and normal endothelial permeability. Reported causes of ipsilateral pulmonary oedema include systemic to pulmonary shunts 2 , thoracocentesis of air or pleural fluid 3 , prolonged decubitus position' and as a result of pulmonary vein compression by aortic 5 or pulmonary artery6 aneurysms.
Contralateral pulmonary oedema usually results from decreased perfusion of one lung in the face of cardiac failure. Conditions causing decreased perfusion in one lung only include congenital absence or hypoplasia of a pulmonary artery, pulmonary embolism, localized emphysema', and compression of a pulmonary artery by an aortic aneurysm 7 • In the presented case an aneurysm of the main pulmonary artery had compressed the left pulmonary artery, and when the patient developed reduced pulmonary venous drainage following his myocardial infarction, the reduced perfusion of the left lung produced contrateral pulmonary oedema. To our knowledge this cause of contralateral pulmonary oedema resulting from a pulmonary artery aneurysm has not previously been described.
